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* Ad Hoc Notes
* Prevention of Abuse and Neglect

1TWN
1VPC

The purpose of this inspection was to conduct a critical incident inspection related to the alleged assault of a
During the course of the inspection, the inspector spoke with the home’s Senior Director, Residential Services
and Administrator, LTC ; the home’s director of care; the home’s acting director of care; and to a resident.

During the course of the inspection, the inspector reviewed a resident’s health care records, observed a room
and observed a resident’s facial skin integrity and examined a dressing to the right forearm.

The following Inspection Protocols were during this inspection:

1 Findings of Non-Compliance were found during this inspection. The following action was taken:

Definitions/Définitions

WN ~ Wiritten Notifications/Avis écrit = - :

VPG - Voluntary Plan of Correction/Plan de redressement volontaire’
DR~ Director Referral/Régisseur envoyé - o
CO'—  Compliance Order/Ordres de conformité

WAO ~Work and Activity Order/Ordres: travaux et activités

NON- COMPLIANCE / (Non-respectés)

The fo"dwing constiiutes written. notification of non-compliance under
paragraph 1 of section 152 of the LTCHA.,

Non-compliance with requirements under the Long-Term Care Homes
Act, 2007 (LTCHA) was found. (A requirement under the LTCHA includes
the requirements contained in the items listed in the definition of
"requirement under this Act” in subsection 2(1) of the LTCHA))

Le suivant constituer un avis d’écrit de I'exigence prévue le paragraphe 1
de section 152 de les foyers de soins de longue durée.

Non-respect avec les exigences sur le Loi de 2007 les foyers de soins.de
fongue durée & trouvé. (Uneé exigence dans le loi comprend les exigences
contenues dans les points énumérés dans la definition de "exigence
prévue par la présente loi” au paragraphe 2(1) de la loi.

respected and promoted:

WN #1: The Licensee has failed to comply with the LTCHA, 2007 S.0. 2007, ¢c.8,s. 3
(1) Every licensee of a long-term care home shall ensure that the following right of residents are fully

2. Every resident has the right to be protected from abuse.

Findings:

1. On September 20, 2010, a health care aid struck a resident’s left side of the face and neck with
his/her hand. The resident sustained red marks to the side of the face and neck. The physical
assault was witnessed by the unit registered practical nurse and another health care aid.

2. The home’s administration took immediate action when notified of the incident, to ensure
resident safety and the prevention of further potential abuse. .
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VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance regarding the prevention of abuse

of the resident to be implemented voluntarily.

# 117

Signature of Licensee or Representative of Licensee
Signature du Titulaire du représentant désigné

Signature of Heaith System Accountability and Performance Division
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